Cancer of the cervix is the leading cancer in women and the most common cancer among all sites in both sexes in the developing world. The highest age-standardised/adjusted incidence rates (ASRs) Whelan et al., 1990 -, Annual Reports 1989 , NCRP, ICMR).
While incidence rates of cervix cancer are available from quite a few centres in the developing world (Tomatis et al., 1990) , survival rates, including stage-speific survival rates, especially on a population basis, are not. The inadequate system of registration of death and incomplete or incorrect certification of cause of death accompanied by poor patient follow-up are the main reasons for the paucity of valid mortality data and, therefore, lack of survival information on cancer patients. This has been largely overcome in this study.
Mariak and mwthods
Under the National Cancer Registry Programme of the Indian Council of Medical Research a population-based cancer registry (PBCR) was started from 1 January 1982 at Kidwai Memorial Institute of Oncology, Bangalore. The registry covers the area of Bangalore Urban Agglomeration (which includes Bangalore city) with a total population of 4.1 million (Census of India, 1991) and a male-female ratio of 1:0.9. The criterion for including cancer patients in the registry is that the person (Boyle and Parkin, 1991) . The age at diagnosis and age at death were taken for caculating age-specific and age-standardised incidence and mortality rates respectively.
The population of Bangalore Urban Agglomeration by 5 year age group and sex was esimated (as on 1 July of each intercensal year) using the 1971 and 1981 quinquennial population by sex and the total population of 1991 also by sex (Census of India, 1971 India, , 1981 .
The esimated proportion of different religious groups for the total population were available (Hindus, 76.5%; Muslims, 15.2%; Chrisians, 7.2%; and others, 1.1%), therefore crude incidence rates according to religion could be calculated. However, the proportions of 5 year age distribution of the populations by religious groups were not available and therefore the age-standardised rates according to religious groups could not be calculated.
Active follow-up through visits to the homes of patients was performed by trained social investigators. The detailed methodology of active follow-up is described elsewhere (Nandakumar, 1993). Briefly, matched deaths, which constituted 7.6% (185 cases) of the total cases and 2.3% (55 cases) of patients who were on attendance at KIMIO, were excluded from active follow-up. Information from home visits and the last hospital attended was obtained for the 45 cases for whom death certificates were the only records that were available as these did not match the records of other cases of cervical cancer that were registered. House visits were attempted for the remaining 2138 cases. January 1 1993, was taken as the cut-off date for survival analysis, and the vital status (whether alive or dead) on that date was determined through these visits. Patients who had died during 1993 but were alive on I January 1993 were considered alive for the purpose of this analysis.
Active follow-up of 2138 cases yielded information on vital status in 1704 cases, partal follow-up information in 161 cases and no follow-up information in the remaining 273 cases. Of the 45 unmatched death certificate only (DCO) cases that were 'followed back', the date of first diagnosis was obtained in 16, and these were considered as matched deaths, whereas the remaining 29 cases were considered as DCO cases.
Thus, these 29 DCO cases, along with 273 cases for whom no follow-up information subsequent to the date of diagnosis was available, were excluded from survival analysis, leaving 2121 of 2423 (87.5%) cases for calculating survival. For the 161 patients in whom only partial follow-up was available it was assumed that these patients were alive for exactly half the period since they were last traced (Parkin and Hakulnen, 1991) .
Observed survival was based on death from all causes. The overall observed survival and that according to 10 year age group, year of diagnosis, clinical stage (FIGO system of staging), religious group and literary status were computed using the Kaplan-Meier method of calculating survival (Kaplan and Meier, 1958) . The effects of age and mortality from all causes of death (Corporation of the City of Bangalore, 1986 Bangalore, , 1987 were removed by computing survival relative to that expected in the total population of Bangalore by age and sex using the life table method (Shryock and Siegel, 1973 (Cox, 1972) to remove the effects of one against the other. Both survival and Cox's proportional hazard ratio were calculated using the EGRET software package. Since never married cases constituted less than 0.5% of the cases, survival by marital status was not calculated.
Resdt
Incidence and mortality The average annual crude and age-standardised incidence rate (ASR) of cancer of the cervix in Bangalore for the period 1982-89 was 18.6 and 28.8 per 100000 respectively.
Over the 8 year period there appeared to be a decrease in the ASR, and this was statistically significant (P<0.02). The average annual crude and age-adjusted death rate for the period were 8.2 and 13.3 per 100000 respectively, giving a mortality incidence ratio of 0.46.
The age-specific incidence and mortality rates are diagrammatically shown in Figure 1 . While the highest age-specific incidnc rate of 106.2 per 100000 was seen in the 55-59 year age group, the highest age-specific mortality rate of 54.1 per 100000 was seen in the 65-69 year age group.
Crude incidence (CR) and mortality rates according to religious groups were examined. The CR among Hindus (21.2 per 100000) was almost three times higher than in Muslims (CR = 7.7 per 100000). The corresponding CR among Chnstians was 15.9 per 100000. There was no variation in the mortality incidence ratio between Hindus and Muslims (0.44). In Christians this ratio was 0.51. Since age distribution of the population according to religious groups was not available, the age-adjusted rates could not be calculated.
Incidence and mortality accoring to clinical stage Table I gives the age-adjusted incidence and mortality rates accord- 
Survival analysis
The overall observed 5 year survival was 34.4% (Figure 3) , and when the 5 year probability of survival (0.898) in the general population (among females of Bangalore) based on death from all causes was taken into account, the relative survival was 38.8%. 
Discasion
India has one of the highest incidence rates of cancer of the cervix, and the ASR of this cancer in Bangalore is second only to that in Madras (Annual Reports. NCRP. ICMR; Parkin et al., 1992) . However, as observed in this study, there appears to have been a statistically significant decline in the incidence rate of cervical cancer in Bangalore. A dechne in cervical cancer incidence has been reported in the western world (Miller et al., 1992) . One possible explanation for the (1987, 1988. 1989) of this study are a better reflection of the mortality due to this disease than the average age-standardised mortality rate (13.3 100 000) of the entire 8 year period. The mortality incidence ratio calculated for the average of these last three years is 0.66, which is fairly high compared with that seen in the western world. Miller et al. (1992) and Giles et al. (1993) 
